The commonest cause of obstruction to the gastric outlet in the adult is peptic ulceration, usually duodenal but occasionally pyloric, prepyloric or even in the body ofthe stomach. Second to this comes carcinoma of the distal portion of the stomach. Other causes are numerous but unusual; they include adult hypertrophy of the pylorus, benign tumours, infiltration by one of the reticuloses, heterotopic pancreatic tissue at the pylorus, a prepyloric mucosal diaphragm or fibrous adhesions between the duodenum and an inflamed gall-bladder or to the liver bed following cholecystectomy.
The causes of pyloric stenosis in a consecutive series of 130 patients at Westminster Hospital are shown in Table 1 . Haubrich (1963) found that 7 % of nearly 5,000 consecutive patients admitted to hospital for treatment of duodenal ulceration had pyloric stenosis and in the study of Kozoll & Meyer (1964) the incidence of stenosis was 11%. It is certainly the experience of most clinicians in this country that the incidence of pyloric stenosis is becoming less, presumably because our patients are being treated earlier and are not being allowed to progress to established gross stenosis with its consequent metabolic disturbances.
Although no one would disagree that established pyloric stenosis is an absolute indication for surgery, I would like to put forward the somewhat controversial view that, where possible, vagotomy combined with gastric drainage, rather than the conventional operation of a high partial gastrectomy combined with some type of gastrojejunal reconstruction, is the treatment of choice for this condition.
Although vagotomy is now a well-established operation in the treatment of duodenal ulcer many authorities have advised that it should not be used when stenosis is present (Capper 1965 , Harper 1966 , Kraft et al. 1964 , Mialaret 1964 . It is often stated that the dilated stomach wall is more susceptible to the atonic effect of the vagotomy and one must expect prolonged gastric stasis to follow this procedure. Surgeons are also worried about leaving the dilated bag of stomach and prefer to resect it, rather than hope that it will return to normal size. A high incidence of gastric retention lasting from ten to fourteen days following vagotomy and drainage for pyloric stenosis has indeed been reported (Bergin & Jordan 1959 , Kraft et al. 1964 .
Over the last five years we have carried out vagotomy in 33 patients with gross stenosis due to duodenal ulceration. We have discussed elsewhere the clinical and radiological features of such cases (Kreel & Ellis 1965) . Gastric drainage was effected either by a one-layer Weinberg type of pyloroplasty (10 patients) or by a posterior gastrojejunostomy (23 patients). There were 25 men and 8 women in this series, aged between the third and ninth decades, nearly half being in the sixth decade.
In this whole group prolonged gastric retention was not encountered; indeed nasogastric aspiration was used post-operatively in only one patient and this for a period of forty-eight hours.
At follow-up, the results are proving most satisfactory. None of the patients has lost weight, 6 (including one only a month post-operatively) have maintained weight and the others have all gained (Table 2) . One patient has his bowels open 3 times daily, another 3 or 4 times, the rest have normal actions, 17 having one action per day and the remainder one or two. Only one patient is mildly disturbed by his bowels and he has occasional episodes of urgency. All have good appetites and dumping symptoms have not been encountered. Twenty-five of the patients had their operation more than a year ago.
Twenty of the patients have now had postoperative barium meals, one to five years from operation, by Dr Fritz Starer. In all the radiological appearances were judged to be satisfactory: gastric emptying was within normal limits, the stomach had returned to normal size and gastric peristalsis revealed no abnormalities; so despite theoretical considerations to the contrary, the vagotomy seemed to have little effect on longterm gastric motor activity (Ellis et al. 1966) . Although our experience has been small and our follow up short, we have been most encouraged by the excellent immediate and late results of vagotomy and drainage in the treatment of gross pyloric stenosis; indeed, we regard it as the method of choice in our practice. (1) From 1943 to 1958, 373 cases of salivary tumours passed through the Radiotherapy Department of the London Hospital. The surgical treatment of these tumours was carried out by a variety of surgeons (50 by the author).
(2) In 288 cases of simple parotid neoplasms the recurrence rate proved to be 2-5 %. All cases were followed up for at least five years.
(3) The reasons for post-operative radiotherapy were fully explained since, with the advent of superficial parotidectomy, the need for this form of therapy has diminished. (4) Hypotensive aneesthesia was briefly described as its use has revolutionized the surgery of the head and neck. (5) The essential steps of superficial parotidectomy were enumerated. (6) A method was described of treating giant dumb-bell tumours of the parotid gland by removing them via the pharyngeal wall.
The greater part of this paper has appeared elsewhere (Butler 1964). Familial hypercholesterolkmia is characterized by a persistently high cholesterol level, the deposition of cholesterol and other lipids in the skin and tendons, and a positive family history. Atherosclerosis and ischEemic heart disease are common complications (Barr et al. 1954) . Since many patients with very high plasma cholesterol levels die early in life from disease of the coronary arteries any treatment which lowers the plasma cholesterol level for long periods of time should help to prolong life.
Patients with familial hypercholesterolemia generally fail to respond significantly to medical measures. A corn-oil diet has been used with limited success (Jepson 1961) . (Estrogens, nicotinic acid and thyroxine have all been tried but reductions in the plasma cholesterol level have been modest and transient (Jepson 1963) . Clofibrate, a combination of ethyl chlorophenoxyisobutyrate with androsterone, has been used extensively although it is generally agreed to be ineffective in lowering the plasma cholesterol level in hypercholesterolemic patients with normal triglyceride levels.
Another approach has been to try to lower the absorption of exogenous and endogenous cholesterol by exclusion of part of the small intestine. Buchwald (1964) reported that patients who had undergone ileal resection for nonmalignant conditions had significantly lower plasma cholesterol levels than normal controls matched for age and sex, as well as a reduced absorption of dietary cholesterol. He later showed (Buchwald 1965) that ileal by-pass in rabbits prevented hypercholesterolkmia and atherosclerosis in those on a high cholesterol diet and that it also caused regression of cholesterol deposits in animals with atheroma induced by cholesterol feeding.
These findings led Buchwald to try the effect of an ileal by-pass in hypercholesterolkmic patients.
Fifteen patients aged 30-50 with high blood cholesterol levels (mean of 330 mg/100 ml) and atherosclerosis were treated by the exclusion of one-third of the small intestine. The average percentage reduction in plasma cholesterol was 39% after many months (Buchwald & Varco 1966) .
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